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Modern society has introduced the possibility of a 
longer life for human beings. On one had, it has solved 
many causes of early death with the advent of new 
medications, physical therapies, and other modern medical
procedures. However, on the other hand, living longer
does not necessarily mean having a greater quality of
life. Depression has been identified as the most
prevalent and important mental health problem of late
life.
According to Brown, Lapane, and Luisi (2002) not
only is late-life depression a major public health issue
in community dwelling elders, it is a more common issue
in nursing homes. Therefore, the aim of this study was to
identify the prevalence of depression in nursing homes
and it's rate of recognition by nursing home staff.
This study confirms that depression is highly
prevalent in nursing homes. In addition, this study
reveals incongruency between depression rates and
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This chapter will introduce the topic of depression
in the elderly. Prevalence of depression is discussed and 
is shown to be of importance in- the nursing home
environment. The purpose and relevancy of research this
endeavor to the field of gerontological social work is
discussed.
Problem Statement
According to the Federal Interagency Forum on Aging
Related Statistics (2004), Americans are living longer
than ever before. Life expectancies at both age 65 and
age 85 have increased and under current mortality
conditions, people who survive to age 65 can expect to
live an average of nearly 18 more years and those who
survive to 85 are expected to live 6.5 more years
compared to their 1900 counterparts. In 2003, nearly 36
million people aged 65 and over lived in the United
States, accounting for just over 12% of the total 
population. Over the 20th century, the older population 
grew from 3 million to 35 million. The oldest old 
population (those age 85 and over) grew from just over
1
100,000 to 4.2 million in 2000, thus making them the
fastest growing cohort.
The U.S. Census Bureau (2003) reports the "Baby
Boomers" will start turning 65 in 2011, and the number of
older people will increase during the 2010-2030 period. 
The older population in 2030 is projected to be twice as
large as their counterparts in 2000, growing from 35
million to 71.5 million. This would mean that nearly 20%
of the total U.S. population would be over the age of 65.
Modern society has introduced the possibility of a
longer life for human beings. On one hand, it has solved
many causes of early death with the advent of new
medications, physical therapies, and other modern medical
procedures. Yet, living longer does not necessarily mean
having a greater quality of life, especially when human
beings must face the implications of continuing life and
experiencing old age for a longer period of time.
Old age is characterized by various losses. Physical
losses may be due to sickness and functional
disabilities; social losses include retirement from work,
loss of social and family networks, and personal losses
are related to personality components, a reduced internal
and external locus of control, diminished self-esteem and
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self-image, and increased difficulty when coping with
stress and crisis situations (Hooyman & Kiyak, 2005).
These types of losses can create a dependence on others
as well as a subjective sense of loneliness. Coping with
these losses and their effects may lead to depressive
disturbances (Ron, 2004).
According to several researchers, clinical
depression and depressive symptoms are frequent
psychiatric disorders in older adults (O'Connor &
Valleran, 1998, Okimoto et al., 1982; Parmelee et al.,
Bulter & Lewis, 1995). Depression has been identified as
the most prevalent and important mental health problem of
late life. In an epidemiological study of depression
among the elderly community population, 19% were reported
to suffer from mild dysphoria, while 8% were more
severely depressed (Blazer, Hughes, & George, 1987).
Other researchers estimate depression ranges from 3%-10%
in the community dwelling older adults (Lynch, Morse,
Mendelson, & Robins, 2003) and McCullough (1991) found
the between 2.5% and 45% of the aged suffer from
depression with the average being 20%. The wide range in
the reporting of depression may be due to evaluation
setting, measurement scale and diagnostic criteria.
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Despite depression being the most common psychiatric 
illness in old age it is often under diagnosed and
untreated in elders (Krohn & Bergman-Evans, 2000) . Even
when clinical depression is diagnosed, it is thought that
less than 10% of the persons diagnosed receive active
treatment (Gueldner, et al, 2001).
Potential outcomes of persistent depression explain
why there is concern about depression among nursing home
elders. These potential outcomes include the expected:
despair and suffering, loss of personal happiness, and
isolation. Even more alarming, researchers have found
cognitive decline and mortality to be associated with
depression (Parmalee, Katz, & Lawton, 1992). A study
conducted by Dale, Burns, Panter, and Morris (2001), who
examined factors affecting survival of elderly nursing
home residents, found that the mean survival time was 5.9
years (after being admitted) and survival was affected by
cognitive impairment, widowhood, lack of social support,
and depression.
As life expectancy increases, a greater number of
elders will be in need of long-term care services.
Montgomery and Koloski (1994) predict that approximately
43% of adults over 60 years of age will spend some
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portion of their lives in a nursing home and Liu and
Manton (1983) report that roughly one million older
adults are admitted to nursing homes every year.
Due to these current trends the concept of quality
of life in institutional settings has become critical in
public, clinical, and academic circles (Johnson, 1985;
Kane, 2001; & Voelkl, 1986). Although there is no agreed
upon definition df quality of life, Kane (2001) stated
that minimally, emotional well-being (freedom of
depression), autonomy, and a sense of purpose are
important components.
Purpose of the Study
For nine months, I have lived in this crowded
room that I share with a poor women that can do.
nothing but groan. I can do little for myself,
and must wait hours for a simple request. It is
very humbling. Except for an awareness of
shadows, I am completely blind. That is why I
am in the nursing home. It just was not safe
for me to live alone anymore. The doctor tells
me I have the body of a 65 year old; my mind is
fine. Oh, it is not as good as it use to be,
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but I can think for myself and I know what is
going on! I suffer a lot with my arthritis, but
I could live for a long time yet. I don't know
if I can stand it. I have always been strong
and able to withstand trials. But this is
lonely and even frightening at times. I am
overcome with a horrible weight of sadness.
I've never been one to cry; yet I can't seem to
help myself lately. (Ron, 2005, p. 22)
The poignancy of this woman's words alone
substantiated the importance of this research endeavor,
which focused on depression among nursing home elders.
According to Brown, Lapane, and Luisi (2002) not only is
late-life depression a major public health issue in
community dwelling elders, it is a more common issue in
nursing homes. Elders in nursing homes suffer from
depression at an even greater rate than community elders.
It is estimated that nursing home elders are three to
five times more likely to suffer from depression than
their community dwelling peers. Despite the increased
awareness of depression and the availability of effective
treatment, depression in nursing homes remains
underrecongnized and undertreated.
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The aim of this study was to assess the extent of
(a) depression among nursing home residents,
(b) depression recognition among nursing home staff, and
(c) what from the residents' view could be done to reduce
depression.
This study was qualitative and quantitative in
design with data coming from nursing home residents and
medical charts. Residents were assessed for depression
using the Geriatric Depression Scale followed by an in
depth question regarding how to improve their depression.
Resident files were reviewed and examined for any
documentation of depression. By doing this, the
researcher was able to determine the rate of recognition
of depression.
Significance of the Project for Social Work 
Quality of life (depression) in nursing homes has
been overlooked. Nursing homes utilize a medical model,
which pathologizes residents and forgets that they are
human beings still capable of enjoying the "last" years
of their life.
The issue of quality of life (depression) in nursing
homes is important for the sheer fact that Americans are
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living longer than ever. As the Baby Boom generation ages
they will face the possibility of institutional care and 
the possible issue of an "institutional personality 
syndrome" and all the negative side effects associated
with this syndrome. By studying quality of life and
improving it, social workers and nursing homes will be
able to increase not only quantity of life but also the
quality of living in these environments.
Policymakers, and educators/trainers for social work
professionals should be interested in the findings, which
will hopefully help in the creation of legislation and 
training programs that enhance the quality of life in the
nursing home environment.
Findings from this study will impact social work
practice by making agencies and social workers more aware
of the factors associated with depression and quality of
life in the nursing home environment, thereby allowing
gerontological social workers to make more informed
decisions about the barriers to a "healthy" quality of
life.
In this study the assessment and evaluation of the
generalist model were utilized. Residents of nursing
homes were assessed for depression by using a geriatric
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depression scale. Residents were further assessed for
depression by a chart review. Assessments were conducted
in order to properly recognize the prevalence of
depression in the nursing home environment.
Secondly, evaluation was of great importance.
Program policy and rate of recognition were evaluated.
Facility staff was evaluated for their identification of
depression amongst the residents of the particular
nursing home.
Research Questions: 'Is depression in the nursing
home environment being recognized and what could be done
to improve psychological quality of life: for the





This chapter presents an overview of the existing
literature relating to depression in nursing homes.
Articles reviewed within the literature review are
presented in subsections and divided by purpose or
subject of study. First, literature that focuses on
prevalence of depression is presented. Then, literature
that looks at risk factors for admission into nursing
homes is discussed. Next, Risk factors for depression in
the nursing home environment are examined.
Characteristics and diagnostic criteria of nursing home 
depression are discussed. Finally, literature on
mortality in the nursing home is examined.
Prevalence of Depression in Nursing Homes 
Depression is a frequent psychiatric disorder in
older adults. Prevalence rates very noticeably, according
to the evaluation setting, measurement scale and
diagnostic criteria (Addonizio & Alexopoulos, 1993) .
Literature and clinical evidence suggest that the
institutionalized elderly have a higher prevalence of
10
depression compared to the community dwelling elderly
(Teresi, Abrams, Holmes, Ramirez, & Eimicke, 2001; Krohn
& Bergman-Evans, 2000; Jones, Marcantonio, & Rabinowitz,
2003; Rozzinni, Boffelli, & Franzioni, 1996). Jengenelis,
Pot, Eisses, Beekman, Kluiter, and, Ribbe (2004) estimate
that depression in the nursing home environment is three
to four times higher than in the community-dwelling
elderly. Numerous research studies have consistently
found nursing home residents to be depressed at some time
during their stay, with reported levels of depression
varying from 5 to 54% (Abrams, Teresi, & Burtin, 1992;
Parmlee, Katz, & Lawton, 1992).
Jongenelis et al., 2003 found that rates of
depression among nursing home patients ranged from 6% to
26% for major depression, from 11% to 50% for minor
depression and from 30% to 48% for depressive symptoms
and 20% of newly admitted residents to a nursing home
develop an episode of depression within the first year.
In a study conducted by Brown, Lapane, and Luisi (2002),
the authors found that the overall prevalence of
depression was slightly higher in women, higher in white
residents, and the prevalence of depression was higher in
younger residents (those aged 65-74). In a similar study
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of 3,747 residents in 951 U.S. nursing homes the
researchers concluded that the prevalence of depression
was 20.3 per 100 residents and that younger age, female
gender, marital status other than married, ethnicity
(white), higher cognitive functioning, heart disease,
Parkinson's and length of stay between one and two years
were significantly associated with identified depression
(Jones et al. 2003). In response to these rates, the
question must be why and what is it about nursing homes
that create depressive episodes?
Risk Factors For Nursing Home Admission 
As life expectancy increases a greater number of
elders will be in need of long-term services. According
to Dwyer, Barton, and Vogel (1994) the majority of frail
elders remain at home but roughly five percent of older
American's live in institutional settings. In 1999 it was
estimated that "11 people per 1,000 age 65-74 resided in
nursing homes, compared with 43 people per 1,000 age
75-84 and 183 per 1,000 age 85 and over." In America, at
any one time, approximately 1.6 million elderly reside in
nursing homes but by the year 2050 that number could be
6.6 million (FIFARS, 2004). Montgomery and Koloski (1994)
12
predict that approximately 43%,of adults'over 60 years o 
age will spend some portion.of their•lives, in a nursing
home and Liu and Manton (1983). report ..that roughly over
one million older adults- are admitted to nursing homes
every year. . -
Most elders enter institutional- settings (nursing
homes) due to .failing health. Thus, .nursing home
residents are frail, with numerous chronic, comorbid
conditions and multiple functional- deficits' (Mulrow,
Gerety, Cornell, Lawrence, & Kanten 1994). According .to
the American Association- of Homes and Services forLthe
Aging/ an older person- is more likely -to -.need nursing
home care if the following exist: advanced age; chronic
disability, deteriorating mental and physical capacities
living alone, lack, of family members to provide help or-
if time was ' spent in - a'hospital or .-other- health facility
Ice (2002). further supports the notion that 60% of
nursing home residents suffer-from functional (physical
or- cognitive), behavioral,. and emotional, impairments.
Such impairments could include Alzheimer's, dementia,
medical illness,, and depression.
According to Hooyman' and Kiyak (2005), .the average
age of a nursing home'resident is '81 years old and women
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African American and 3% who are Latino (Hooyman & Kiyak,
2005). This fact may reflect cultural differences in the
willingness to institutionalize elderly family members.
Risk Factors for Depression in the Nursing Home
According to the American Association of Homes and
Services for the Aging (AAHSA).nursing homes offer a
protective, "therapeutic environment for those who need
rehabilitative care or1can no longer live independently
because of a chronic physical or mental conditions
requiring round-the-clock skilled nursing care." Yet
Townsend (as cited in Tobin & Lieberman, 1976, p. 9)
found that long-term care - institutions create an
"institutional personality syndrome" in older people.
This syndrome can create disorganization, apathy,
helplessness and depression.
In 1961 Sommer and Osmond (as cited in Tobin &
Lieberman, 1976,p. 9) after examining the effects of
institutions on adult patients of mental institutions
classified institutional effects into six general
symptoms: (1) "deindividuation" (2) "disculturation"
(inherit the values of the institution), (3) "emotional,
social, and physical damage to the resident from losses
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of status, security", (4) "estrangement from the
consequences of technological and other changes in the
outside world;" (5) "isolation through loss of contact
with the outside world;" and (6) "stimulus deprivation, a
result of the senses being, deadened by prolonged
institutionalization." These symptoms of
institutionalized- mental patients are not that different
from symptoms identified in the elderly who are living in
nursing homes. - •
Lieberman (as cited in Tobin & Lieberman, 1976,
p. 10), found that institutionalized elderly share the
following characteristics: poor adjustment, intellectual
ineffectiveness, negative self-image, view of self as
old, feelings of personal insignificance and impotence,
and depression and unhappiness. According to Goffman (as
cited in Tobin & Lieberman, 1976, p. 11) these effects
are created by the idea of "total institution." The basic
characteristic of "total institution" is "the breakdown
in the barrier between sleep, play, and work, so that all
three of these activities of everyday life take place in
the same setting with'the same people"(Tobin & Lieberman,
1976, p. 10). A "total institution" is the type of
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institution that has the potential for harmful effects
such as depression.
Other researchers have found similar results. A
study conducted by Jongenelis et al. (2004) which
examined risk indicators for depression in the nursing
home, found that age, pain, visual impairment, stroke,
functional limitations, negative life events, loneliness
lack of social support and perceived inadequacy of care
were risk indicators of depression. Younger age has been
shown to be independently associated with depressed mood
Williamson and Schultz (1992) hypothesized that younger
nursing home residents are at a greater risk of becoming
depressed because they may perceive "the relative
inadequacy of the environment to their needs and
expectation." As a result of this perception younger
nursing home residents experience a more difficult time
in emotionally adjusting to their new environment.
A study conducted by McCarran, Dower, Rattle and
Looney (1999) which examined variables associated with
depression among 85 nursing home elders-was were able to
conclude that depression was associated with poor life
satisfaction. Nursing home residents, who were not
satisfied with daily activities, had a negative meaning
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of life, negative mood tone, negative self-concept, poor
financial security and poor social contacts. McCurren et
al. (1999) reported that much of the detected depression
was related to losses, which most often included loss of
home, belongings, independence, significant others, and
self-esteem. Unresolved past issues were also implicated
(relationships issues and unfulfilled potential), as well
as grief, hopelessness, powerlessness, isolation, and
ineffective coping mechanisms.
Rozzini, Boffelli, and Franzoni (1996) conducted a
study, which examined predictors of depressive symptoms
in a nursing home. The researchers were able to identify
that depressed residents were dissatisfied with the
nursing home environment and displayed a lower level of
in-home activities such as talking with others or
engaging in activities that promote socialization.
Consequently, due to physical, cognitive, and
psychological limitations, residents of nursing homes
must depend on staff or family members to provide for
them not only physically but also psychologically.
However, due to time conflicts or multiple demands on
staff and family, nursing home residents do not have
their needs met (Ice, 2002). Gottesman and Bourestom
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(1974) reported that nursing home residents often have to
wait for care, live by institutional schedules, and are
idle most of the day.
Gottesman and Bourestom (1974) observed daily
activity patterns of 40 nursing homes and found that 
residents spend 56% of their time doing nothing, and
concluded that nursing home residents were vulnerable to
loneliness, boredom, and negative self-esteem.
Twenty-five years later Ice (2002) re-examined daily
activity patterns and found that residents spend 65% of
their time doing little or nothing (majority of time in
their rooms, sitting alone) and 12% of their time in
social activities. A direct consequence of this general
inactivity, idleness, and loneliness is a reduction in
quality of life due to the possibility of low self-esteem
and depression (Voelkl & Mathieu, 1993).
In another study, Meeks, Gibson, and Walker (1992)
were able to identify health status as a factor in
depression in the nursing home. Meeks et al., revealed
that the development of irreversible chronic illnesses
and pain led the nursing home residents to consider their
life expectancy shorter, rate their quality of life as
poor, and the likelihood of improvement as hopeless.
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Because of a poor health status residents are also likely 
to develop a negative body image, loss of self-esteem,
and a fear of death. In the end the authors concluded
that the development of a depressive status could be 
directly and strongly linked to a poor health and
functional status.
Diagnosis and Characteristics 
of Elder Depression
Serby and Yu (2003) state that despite an intensive
search for biological and structural correlates of late
life depression, no specific test can be recommended for 
clinical practice. The Diagnostic and Statistical Manuel 
of Mental Disorders, 4th edition (DSM-IV) lists symptoms 
of major depressive disorder and dysthymic disorder. 
Identified symptoms of depression in late life include
loss of interest (anhedonia), insomnia or hypersomnia,
loss of energy or fatigue, difficulty with concentration
or decision making, weight loss or appetite change,
psychomotor agitation or retardation, and recurrent
thoughts of death or suicide (DSM-IV).
It is often difficult to define the boundaries
between depression and other mental "illnesses."
Depression may manifest itself through other DSM-IV
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disorders such as adjustment disorder (being relocated),
bereavement, mood disorder due to general medical
conditions, substance-induced mood disorder, sleep
disorder, hypochondriasis, and even psychotic disorders. 
Despite depression being .the most common psychiatric
illness in the old age it is often under diagnosed and
untreated in elders residing in either the community or
nursing home (Krohn & Bergman-Evans, 2000). Even when
clinical depression is diagnosed, it is thought that less
than 10% of the persons diagnosed receive active
treatment (Gueldner, Loeb, Morris, Penrod, Bramlett,
Johnston, & Schlotzhauer, 2001).
There are several barriers to the treatment of
depression in the nursing home. Burrows, Satlin, Salzman,
Nobel, and Lipsitz, (1995) state that failure of
recognition is the principal diagnostic problem, with
health care providers overlooking diagnosis of depression
at a rate of 43-86%. In a study conducted by Teresi et
al., (2001) in which the researchers were measuring the
rate of depression recognition in nursing homes by staff,
results indicated that psychiatrist's underrecongnized
depressive symptomology in 44% patients in contrast to
32% for aides, 29% for nurses and 20% for social workers.
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Depression in the nursing home environment is often
overlooked because depressive symptoms are often masked. 
According to Hooyman and Kiyak (2005), masked depression
in the elderly is portrayed through few mood changes.
Individuals with masked depression may complain of vague
pain, bodily discomfort, and sleep disturbances, report
problems with memory, and appear apathetic, and withdrawn
from others. It has also been suggested that depression
is often overlooked because of the confounding presence
of other disorders such as dementia, Alzheimer's, or
medical conditions (Teresi et al., 2001). The presence of
a physical disorder may mask depressive symptomology and
lead nursing home staff to believe that once the physical
pain is gone the depression will be alleviated (Rapp &
Davis, 1989) .
Researchers also suggest that there are "ageist"
attitudes among health care providers. These "ageist"
attitudes are created by the opinion that depression is a
natural "accompaniment" of old age. Elders themselves
tend to deny feelings of depression or distress. They may
accept a sense of unhappiness as being an inevitable part
of aging. Thus, depression is easily overlooked in a
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nursing home setting where illness behavior is expected
as the norm (Abrams, Teresi, & Burtin, 1992).
Additional barriers to treatment are related to
personnel issues. Few nursing homes have the staff to
intervene for depression. Nursing homes according to
Abrams et al. (1992) typically do not hire
"geropsychiatric specialists" as regular staff employees.
Also, fiscal problems are barriers to treatment.
According to the NIH Consensus Development Conference
(1991), treatment for nursing home residents with
psychological problems are required under the Nursing
Home Reform Act of 1987, however, it does not state there
will be reimbursement for treatment. Consequently,
funding for the treatment of psychiatric illnesses is not
available.
Mortality
A number of factors have been identified and
associated with an increase in mortality in nursing home
residents: cognitive impairment (Campbell et al., 1985),
widowhood (Bowling & Benjamin, 1985), lack of social
support (Seeman et al., 1987), physical illness (Dale et
al., 2001) and depression, (Murphy, 1983). The effects of
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psychological factors on mortality may be relatively
direct if they influence immune system functioning or
indirect if they influence the performance of
health-related behaviors such as exercise, diet, and
medication compliance (O'Connor & Vallerand, 1998). The
most serious consequence of late life depression is
premature death. Gottries (2001) reported that nursing
home residents suffering from depression have a death
rate that is three times that of non-depressed residents
Gottries (2001) also suggest the elderly who suffer from
late-life depression increase their mortality by way of
suicide.
Suicide occurs across all ages but, the elderly age
group has the highest risk for suicide of all groups
(Alexopoulos, 2000; Pearson & Conwell, 1995). Older
adults, aged 60 years or more, comprise 20% of all
suicides. The Centers for Disease Control and Prevention
(1999) report that the group most vulnerable to suicide
is a single white male over the age of sixty-five and
suffering from their first major depressive episode. Thi
cohort accounts for 82% of all suicides. As startling as
these rates are, it should be noted that suicide rates
among the elderly are underreported. The elderly can
24
disguise suicide by overdosing on prescription
medication, fail to take essential (life-sustaining)
medication, starve themselves, or have fatal "accidents"
which are in reality suicidal acts (Butler & Lewis,
1995) .
Suominen et al. (2003) described all suicides among
older adults in nursing homes in Finland during a
12-month period and emphasized the factors that have been
found to be associated with suicide. Seventy-five percent
of victims were men, 42% had been placed in a nursing
home within the last year, 100% were widowed or divorced,
and 33% had complained of pain during their last year
before death (masked depression). The most common form of
suicide was hanging and drowning. This factor is
supported by other findings that state that the elderly
are more likely to commit suicide through more violent
methods than their younger counterparts (McIntosh &
Santos, 1985). Results from this study indicated that 75%
of the suicide victims had a diagnosable mood disorder
but only 25% were reportedly identified to have suffered
from depressive symptoms before they took their lives.
In conclusion, depression is.a common public health
problem among the elderly. Mental health and primary care
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providers need to familiar with the issue of depression 
in the nursing home environment. Recognition of this
disorder is a vital step in the prevention of disability
and mortality.
Theories Guiding Conceptualization 
There are several psychosocial theories that can
explain the psychological decline in the elderly residing
in a nursing home. Three such theories are disengagement
theory, societal disengagement theory, and labeling
theory.
Disengagement theory is a theory of aging based on
the hypothesis that older people, because of inevitable'
decline with age, become decreasingly active with the
outer world and increasingly preoccupied with their inner
lives. Disengagement is viewed as an adaptive behavior,
which allows the elderly to maintain a sense of
self-worth "while adjusting through withdrawal to the
loss of prior roles, such as occupational or parenting
roles" (Hooyman & Kiyak, 2005, p. 288). Thus,
disengagement may lead the nursing home resident to cut
off social ties to others such as nursing home staff,
other residents, and possibly family. This emotional
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cutoff may lead elderly residents of a nursing home to
have feelings of apathy, loneliness and depression.
However, others believe in societal disengagement.
Societal disengagement theory refers to society as a
whole withdrawing from the elderly. According to Hooyman
and Kiyak (2005, 288)society withdraws from the elderly
because they are no longer of physical value (poor
physical stamina, high death rate). Societal
disengagement occurs in a variety of ways. Hooyman and
Kiyak (2005, p.288) state the elderly are often forced to
prematurely retire, government is less responsive to
their needs, and adult children assume more
responsibility of parent's lives.
Finally, labeling theory states that we tend to
think ourselves in terms of how others define us and
react to us. According to Hooyman and Kiyak, (2005,
p. 290) once "others have defined us into distinct
categories, they react to us on the basis of these
categorizations. As a result, our self-concept and
behavior change." In accordance with labeling theory, the
elderly in nursing homes may be labeled as "old,"
"useless," and "nonproductive" members of society, thus
2.7
resulting in a self-perception that increases psychiatric
problems (depression) and cognitive decline.
Summary
This chapter presented a review of the existing
literature related to depression in the nursing home
environment. Studies were discussed and compared within
the various subsections, which included: prevalence of
depression in the nursing home environment,
characteristics and diagnostic criteria, and mortality
variables and rates in the nursing home environment. The
chapter ended with theories that guided conceptualization





This chapter will cover the study design and the 
strategy for sampling. It will also address precautions
that will be taken in order to ensure the proper
protection of human subjects. Additionally, the chapter
will define procedures for data collection and data
analysis.
Study Design
This research study sought to explore the rate of
depression and its recognition in the nursing home
environment. Therefore, qualitative and quantitative
research methods were employed to answer the research
questions. This study was correlational in examining the
prevalence of depression among the residents interviewed
and then comparing that rate.to the rate of recorded
depressive symptomatology in resident's files.
A considerable amount of research has been done to
identify the prevalence of depression in the nursing home
but, unfortunately, limited research has been done to
link the prevalence rate to the rate of recognition.
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Also, very little qualitative data exist where residents
were asked what could be done to improve depressive
moods.
The prevalence of depression was assessed
quantitatively utilizing the Geriatric Depression Scale
designed by Yesavage et al., (1984) and administered
orally by the researcher. The concept of rate of
recognition was assessed through a chart review.
Residents were asked an open-ended question that
sought to provide constructive information to the
existing nursing home.
Limitations can be linked to the sampling process.
Because the sample was voluntary the residents who
participate may not be representative of the whole
nursing home population. Limitations can also be
identified within the study instruments. Residents of the
nursing home may not have been completely honest about
their current mood for fear of stigma.
Research questions: What is the rate of depression
and recognition within the nursing home environment? And,
"what can be done to improve your quality of life"?
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Sampling
The sample for this study was pulled from a large,
two hundred and forty-bed nursing home facility located
in San Bernardino County. Convenience sampling was
utilized in the recruitment process. Fifteen nursing home
residents were included in this study, but first had to
meet inclusion criteria: Participants must have been over
65 years old, English speaking, and cognitively intact.
The researcher advertised the project one month before
the initial data was to be collected.
Advertising was executed in the form of a flyer that
was posted in all heavy traffic areas of the nursing home
(see Appendix A). Of the residents who were interested,
nursing home social workers selected fifteen "cognitively
intact" residents for the researcher. Social workers
screened each resident and deemed resident cognitively
intact if he or she had passed a mental status
examination within the past six months or if no current
signs of significant mentation existed.
Data Collection and Instruments
Data was collected on demographics, rate of
depression, rate of recognition, and on one qualitative
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question. Demographic data was gathered via a demographic
data sheet (see Appendix B). Demographic data collected
was: age, a continuous variable measured in years; 
gender, a dichotomous variable (male, female); duration 
of placement, a continuous variable measured in months;
contact with family; continuous variable with four levels
(never, monthly, weekly, daily,); education, a
categorical variable with five levels (less than high
school education, high school graduate or GED, some
college, college graduate, and post-college or graduate
school education); ADL impairment, a continuous variable
that measures five activities of daily living (the
ability to dress, eat, ambulate, toilet, and bathe); GDS,
a continuous variable with an aggregated score based on a
"yes/no" response to 30 individual questions (with a
possible range of 0 to 30); and, lastly whether
depressive symptomatology was indicated is a dichotomous
variable with a yes/no indication (after chart review).
Finally, residents were qualitatively asked, "What can de
done to improve your overall mood". Narration to this
question was audiotaped and examined for themes.
This project consisted of two independent
variables: Prevalence of depression among research
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participants and demographic data. Demographic data was
examined for correlational purposes. The dependent
variable in this study was rate of recognition by nursing
home staff.
This research project utilized The Geriatric
Depression Scale (see Appendix C). The GDS was developed
to identify depression in the elderly. The GDS has been
used extensively in the community, acute settings and in
long-term care settings. The GDS is a self-report,
30-item scale, scored in a yes/no format. On the basis of
the scores, participants can be classified as severely
depressed (20-30), mildly depressed (10-19), or normal
(0-09). According to Kurlowicz (1999) the GDS has been
found to have a 92% sensitivity rate as well as an 89%
specificity rate when evaluated against diagnostic
criteria. The GDS's limitation is that it is not a
substitute for a diagnostic interview by mental health
professionals. However, it is a useful screening tool in
the clinical setting to facilitate assessment of
depression in older adults.
There were inherent limitations to this study. One
major limitation was the residents themselves. Residents
themselves tended to deny feelings of depression or
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distress. They may have accepted a sense of unhappiness 
as being an inevitable part of aging (Abrams, Teresi, &
Burtin, 1992) or may not have fully understood the
research questions. Residents may also have feared
retribution for being "honest" when asked their
qualitative question.
Procedures
Institutional Review Board (IRB) approval and
facility permission was obtained prior to starting this
research project. Prior notification of this study was
provided via a Participant Recruitment letter that was 
posted in high traffic areas of the nursing home. A
sample of fifteen participants was chosen by nursing home
social workers based on inclusion criteria. Participants
in this study were contacted through the facility to
arrange date(s) and time(s) for the interview.
The researcher conducted interviews one at a time
and did so in the privacy of a secluded conference room.
Duration of study lasted three weeks. The interview
process took on average 45 minutes. Because, the
qualitative question was audio taped, the researcher used
a new tape for each-new participant.
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Protection of Human Subjects 
This research study sought to explore the rate of
depression and its recognition in the nursing home
environment. Therefore,•fifteen elderly nursing home
residents were asked to verbally complete a questionnaire
measuring their current mood. In order to protect this
population, all participants were required to sign an
informed consent form (see Appendix D). Informed consents
were obtained before the oral questionnaire was
conducted. Participants were told orally and told in
writing (informed consent form) that participation in the
study was completely voluntary and that they had the
option of stopping their participation at any time. The
researcher also explained, verbally and in written form
(informed consent) about confidentiality and anonymity.
Participants were informed that instead of names being
used in this study, all participants would be assigned a
number code. Residents were also informed that if the GDS
indicated depression, they would be referred to nursing
home social workers. After questioning was completed,




Due to the information gathered, this study employed
univarite statistics to describe the sample, and
bivariate statistics to analyze the relationship between
the independent variables, prevalence of depression and
demographic data and the dependent variable, rate of 
recognition by nursing home staff. The independent
variables were analyzed quantitatively. The question of
"what can be done to improve you mood" was analyzed
qualitatively.
The quantitative data on two variables were examined
to determine if there was a relationship between
prevalence and recognition rates of depression.
Descriptive statistics were employed to identify any
differences between demographic groups of residents. To
examine for any possible differences in the means for
depression and recognition an independent samples t-test
was used.
To further assess the relationship between the two
variables a Pearson correlational was utilized. The
Pearson correlational explored the strength of
relationship between prevalence of depression by
residents and rate of recognition by staff. In addition,
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quantitative data was entered into SPSS version 13 for
storage and analysis.
The question of "what can be done to improve your
mood" was analyzed qualitatively. The researcher began
this process by reviewing the audiotape and then
transcribing each answer verbatim. By doing this
researcher was able to identify themes that will be
useful to the nursing home to improve quality of life.
Once themes emerged they were categorized.
Summary
This chapter covered the study design and the
strategy for sampling. It also addressed precautions that
were taken in order to ensure the proper protection of
human subjects. Additionally, the chapter defined





This chapter will summarize the results obtained 
from the sample utilizing a quantitative and qualitative
research design method. Data analysis included
descriptive and inferential statistics. Univariate
statistics were generated for all variables under study,
which included sociodemographic variables (age, gender,
marital status), health status variables (self-perceived
health, ADL impairment), time variables (duration of
placement, education, frequency of family contact),
depressive symptomatology (GDS score), and whether
depressive symptomatology was indicated in patients'
medical charts. For each of the continuous variables
(age, duration of placement (measured in months), ADL
impairment, and depressive symptomology (GDS)), the mean,
minimum, maximum, and range were generated. For each of
the categorical variables (gender, contact with family,
education, marital status, and whether depressive
symptomatology was indicated), the median score was
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generated. Finally, narration from residents is dictated
in response to one qualitative question.
Presentation of the Findings
Demographics
Fifteen residents of a large skilled nursing 
facility voluntarily participated in the study and
completed a Geriatric Depression Survey. No participant
was excluded from this research project (n = 15). Age was
an open-ended question that yielded an age range of 65-89
with a mean of 78 (mean = 77.66, SD = 8.63) Figure 1
displays frequency distribution, measures of central
tendencies, and mean.
Figure 1. Participants' Age
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Sample size consisted of 15 participants, 8 of which
were female (53.3%) and 7 males (46.7%). Table 1 displays
the relevant frequencies and descriptive statistics.
Table 1. Gender
Frequency Percent
Valid Female 8 53.3
male 7 46.7
Total 15 100.0
In addition, 20% of participants reported being
single prior to entry, while 33.3% were divorced, 33.3%
widowed, and 13.3% were married.
Table 2. Marital Status
Frequency Percent





Educational history of participants was assessed
with four (26.7%) reporting having less than a high
school education, six ('40%) having a high school or GED,
two (13.3) having some college, two (13.3) achieving a
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college degree and one (6.7%) receiving a graduate
degree. Table 3 illustrates the variance in education.
Table 3. Education
Frequency Percent
Valid Less than high school 4 26.7
H.S. grad/GED 6 40.0
some college 2 13.3
college grad 2 13.3
Post college/grad school 1 6.7
Total 15 100.0
Demographic data also revealed that residents of the
survey averaged nearly two years in placement
(mean = 28.33 months, SD = 18.76). Placement for
residents ranged from 2 to 72 months. Table 4 will depict
range and percentage of variables.
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Table 4. Duration of Placement
Contact with family was assessed with an ordinal
scale of daily, weekly, monthly, or never. Residents
reported that on average they received monthly visits
from family.
Table 5. Contact With Family
Frequency Percent






In addition residents on average needed assistance
with almost four ADLs (mean = 3.66, SD = 1.34) and their
perceived health as good (20%), fair (26.7), and poor
(53.3%). Table 6 and 7 depict the frequency and
percentage.
■Table 6. Activity of Daily Living
Frequency Percent






Residents were asked to rate their health, using a
scale that allowed they to rate health as good, fair, or
poor.
Table 7. Perceived Health
Frequency Percent
Valid Good . 3 20.0




All participants were administered the Geriatric
Depression Scale, this scale revealed that on average
participants were mildly depressed with an average score
of 16 (mean = 15.73, SD = 3.55) out of 30. Men on average
scored 15.71 while women averaged 15.75. The Geriatric
Depression Scale revealed that 14 of the 15 participants
were depressed on some level (9 mildly depressed, 2
severely depression). Of the 14 identified as having
depressive symptoms, nursing home staff only identified
4. Tables 8 and 9 illustrate the range and frequency of
GDS scores as well as the frequency and percentage of
identified depression.
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Table 8. Geriatric Depression Scale
As shown, four of the fourteen residents who were
assessed as depressed by the GDS were also assessed as
having depressive symptomology.
Table 9. Frequency of Indication
Frequency Percent
Valid No 11 73.3
Yes 4 26.7
Total 15 100.0
A Pearson correlation coefficient was calculated to
examine the relationships between demographic data (age,
gender, duration of placement, contact with family,
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education, perceived health, ADLs, marital status) and
resident's scores from the GDS. Of the eight demographic
variables examined it appeared only two had any
correlation to scores from the GDS. A moderate negative
correlation was found (r = -.411, n = 15, p < 0.05)
between duration of placement and resident scores from
the GDS. Furthermore, perceived health has a moderate
positive correlation (r = .427, n = 15, p < 0.05) to GDS
scores.
In addition to a Pearson correlation coefficient, an
Independent Sample T-test was run. T-test was conducted
in order to compare indicated depressed residents (by
nursing home staff) and non-indicated demographic means.
T-test revealed significant differences in age between
indicated (M = 69.5, SD.= 6.6) and non-indicated
(M = 80.6, SD = 7.4) t = (13) = 2.638, p > .05.
An independent samples t-test comparing the mean
perceived health scores of the indicated and
non-indicated groups found a significant difference
between the means of the two groups (t (13) = -2.136,
p = .05). The mean of the indicated group was
significantly higher (M = 3.00 (poor), SD = .000) than
4 6
the mean of the non-indicated group (M = 2.09 (fair),
SD = .831).
In addition, independent samples t-tests were
calculated comparing the mean scores of indicated groups
and non-indicated groups' duration of placement,
education, ADLs, and GDS scores. However, no significant
differences were found. Even though there were no
statistical significant differences there was mean
differences. Table 10 will depict the noticeable
differences in means. In the category of education, a
mean of 2.0 represents-high school while a mean of 3.25
indicates college.
Table 10. Noticeable Differences in Means
Indication N Mean Std.Dev T Sig.(2tailed)
Duration No 11 29.72 20.85 .464 . 651



























In addition to quantitative data, researcher asked
one qualitative question: "What can be done to improve 
your quality of life." From this question two major 
themes emerged: better food and more qualified staff. The
following will be the narration of a few participants 
explaining in their own words what they wished to have in
a nursing home in order to improve quality of life.
Give me good food, I'm so tired of this food, I
was in two other facilities like this before I
came here and this is by far the worst, I mean
really for breakfast they give you yogurt and a
piece of bread, that is not my idea of a good'
breakfast... I'm not happy here, but I accept my
lord, so I'm alright. Terrible food that's
depressing, I mean if anything is depressing
it's the food...I'm a good cook, I've done a
lot of cooking in my lifetime, lots of
entertaining, and I know good food when I eat
it and when I see it and this is not it".
"They're not educated people, there good kind
people who do what they can, but they don't
have the finesse to really work with these
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people (demented residents). And, I just
suppose they cant afford to hire degree
people... they try but the people they have for
the activities aren't trained in it...just not
trained well enough. I often thought that maybe
people who couldn't get a job doing much else
so they go into this; it's a short-term
training course. But, a lot of them really lack
commitment, on the other hand there are some
that are very dedicated and very good, very
caring, but on the whole the CNAs are not the-
most desirable employee.
Talk to them [residents] as if they were full
mentally okay and try to talk to everyone of
them because they all have something to say
whether its understandable or not.
I would really like if people would get me up
sooner, especially on the weekend on Sundays,
its like pulling hand seeds sometimes to get
people to get you up.
Number one is our kitchen staff, they don't
always come up when they're suppose to and
that's a problem as far as I'm concerned. I get
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up for the dining room expecting dinner and
sometimes it 45 minutes to get dinner, that's
kind of stupid as far as I'm concerned...menu
is always the same, they need to vary their
menu's.
Well, I think that is a very good place; if you
have to be in a hospital I think this is a very
good one to be in. I don't have any complaints,
the people are very nice who take care of
me...I think everyone is pretty good, I've
never been anywhere else so I don't have
anything to go by except by how they treat me
and if they treat me nice I'm going to respond.
If you have to be in the hospital, it's a good
one to be in.
Summary
Chapter four focused on the analysis of the
quantitative data and the exploration of the narrative
qualitative data. The demographic data, was presented
through descriptive statistics and frequencies. By means
of Pearson correlation coefficients and Independent
Samples T-test the bivariate statistics were outlined and
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statistical significance was acknowledged between several
variables. Furthermore, qualitative data is reported from
the participants themselves in response to "what can be






The focus of Chapter Five is a discussion of the
results of this exploratory study of depression rates and
recognition rates in the nursing home environment. The 
limitations of the study are discussed, concluding with a
summation of recommendations to current/future social
work practioners, policymakers, and researchers.
Discussion
The aim of this study was to examine the
relationship between depression levels and recognition
rates of nursing.home staff. The use of qualitative and
quantitative methodologies was employed to provide the
researcher with a spectrum of informational data in
relation to depression in the nursing home environment.
The research sample was comprised of 15 residents,
who on average where 77 years old and have resided in a
nursing home for 28 months on average. In addition, a
majority of residents reported being high school
graduates (40%), divorced dr widowed before admission
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(33.3%) and having at least weekly contact with family
(40%) .
One essential finding that came from the study was
that residents of this particular nursing home were
depressed and nursing home staff apparently was not
recognizing it. Of the 15 residents, 14 were deemed to be 
depressed by the Geriatric Depression Scale. Residents on 
average scored 15.73 (out of 30), which placed them into
the "mildly depressed" category of the GDS. Of the 14
(93%) residents classified as depressed only 4
(28%)residents had any indication of depressive
symptomatology in their medical charts.
Statistically significant correlations of health
status variables and time variables where identified with
GDS scores. Residents who reported having a "poor"
perception of their own health were generally identified
by the GDS as being depressed. This happening may be due
to a reduced internal and/or external locus of control,
diminished self-esteem and self-image. By growing older
and perceiving their health as "poor," residents may be
coming to the realization that they may soon become
entirely dependent on others (nursing home staff) or
residents maybe equating poor health with an imminent
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death, this finding supports previous findings by Rozzini
et al. (1996).
In addition, residents who had experienced (lived
in) the nursing home environment for a shorter period of
time tended to score higher on the GDS. This occurrence
may be a result of residents not yet been systemized to 
the nursing home environment. Newly admitted residents
may not be psychologically or physically prepared to be
cared for by "strangers" or prepared to follow a
structured schedule where they have no control over what
time they wake, eat, or bathe. Or, they may still be
coming to terms with the realization that they must live
their lives out in a skilled nursing facility; which,
perhaps, some may have never envisioned for themselves.
When assessing for indication factors of depression
by nursing home staff (chart review for documentation of
depression) results indicated that age and perceived
health were variables that influenced opinions of
depression. Residents who reported lower levels of
perceived health were more likely to be documented as
having depressive symptomatology than those with higher
levels of perceived health. The number of complaints made
by residents or the common perception that lower level of
54
health is associated with depression may explain this
occurrence.
Younger age was also a variable that linked
residents to having documentation of depression by
nursing home staff. Of the four residents indicated as
having depressive symptomatology the average age was 69.5 
years while the other 14 who were depressed and yet did
not have documentation in charts averaged 80.6 years in
age. This occurrence may be explained in terms of an
"ageist" attitude where the younger old are perceived by
nursing home staff as too young to be in a nursing home
therefore, they must be feeling depressed. Or, perhaps
staff considered SNF placement for older people as a
normative life event, and less so for younger patients.
In addition, residents were more likely to have been
identified as depressed if they were male (3 of 4
residents identified as depressed were male), had a
higher education (college or higher), and/or suffered 
more impairment in activities of daily living.
Finally, when asked qualitatively "what can be done
to improve your mood?" [in the nursing home environment],
two major themes emerged. Residents expressed a desire
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"[to be served] "better food" and [be cared for by] "more
qualified staff."
Limitations
Several limitations of the study should be
acknowledged. First, the sample size was small and was a
convenience sample rather than a random sample;
therefore, the results cannot be generalized to larger
populations and precluded use of more sophisticated 
statistical tests and model building/testing.
Secondly, another limitation was the residents
themselves. Residents tended to deny feelings of
depression or distress, however their presentation seemed
to indicate otherwise, e.g., restricted affect,
statements suggesting anhedonia, low mood, a sense of
hopelessness, etc. They may have accepted a sense of
unhappiness as being an inevitable part of aging (Abrams,
Teresi, & Burtin, 1992) or may not have fully understood
the research questions.
Finally, securing a skilled nursing facility to
conduct research at was extremely difficult to do. Ten
skilled nursing facilities in the Inland Empire were
approached and informed of the proposed study. Nine of
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the ten facilities lacked the basic knowledge or concern
for the phenomena of depression. In reality, it would
have been in these facilities' best interest to
participate in this study, as these findings could have 
been a step towards improving their patient care and
contributed to their quality assurance efforts. Perhaps
in future studies, this point needs to be emphasized in
hopes of enhancing skilled nursing facilities'
cooperation and participation.
Recommendations for Social Work 
Practice, Policy and Research
Several recommendations for social work practice and
policy can be made based on the outcomes of this project.
Regarding social work practice, nursing home staff and
social service workers in nursing homes, should be made
aware of depressive symptoms experienced by the elderly.
This study speaks to the need for more and better staff
« training related to depression and depression
recognition, and for greater collaboration of
professional and paraprofessional staff dedicated to
improving quality of life in the nursing home.
Furthermore, social workers should attempt to administer
depression recognition tools upon admission and every so
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often afterwards (e.g., monthly for more severe cases,
quarterly for moderate cases, semi-annually for mild
cases) as to assess for acclimation difficulties that may
lead to depression. Additionally, data should be
collected at admission related to patients' past
history/experiences with depression, as an affirmative
response may put them at increased risk for developing
depression while living at the SNF.
In the policy area, outcomes from this study
indicate that depression is prevalent in SNF's and for
various reasons it is being under recognized and
consequently under treated by nursing home staff.
Legislators and policy makers in the arena of aging
therefore must ensure stricter guidelines be set forth
for nursing homes in order to receive licensure and/or
funding. Guidelines should stipulate mandatory training
(monthly/yearly), lower case loads, and require at least
one full-time MSW/LCSW on staff.
Finally, more in-depth studies need to be conducted.
Future studies should be based on larger, random, and
more representative samples. Future studies should also
focus on solutions rather than causes of depression.
Therefore, more qualitative research must be done in
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order to assess first hand what nursing home residents
need in order to combat depression and experience a
higher quality of life in that environment.
The most striking feature of this study is that
"simple" interventions suggested by nursing home
residents might have some apparent beneficial and
therapeutic effects for depression. Nursing home
residents in this study concluded that "better food" and
"more qualified staff" would improve their overall mood.
As stated above, the meals served in SNF's must comply
with certain guidelines (American Dietetic Association?),
however there are ways in which to make food taste and
look more appetizing without compromising its nutritional
value. And, adequate staffing is a must and through
periodic sensitivity and other types of training, current
staff can provide services that are more attentive,
sensitive, and informed.
Conclusions
This research study aimed to shed light on the
incongruency rate of depression and its, recognition rate
in the nursing home environment. Unfortunately, this
research aim was met. However, researcher is fortunate to
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now bring such an issue to the forefront before nursing
homes are inundated with the "baby boom" generation. Most
importantly, this research study has highlighted a 
"simple" fact, that by properly recognizing, diagnosing,
and treating depression in nursing home residents,
nursing home staff can assist in improving the qualify of






Hi everyone, my name is Gabriel Mejia and I am a Social Work graduate 
student at California State University, San Bernardino. I will be conducting research 
here at Braswell between January 09, 2006 and March 17, 2006. This research project 
will focus on your current mood. I will be talking with you about your mood and how 
living at Braswell affects your quality of life. I would like to invite you all to talk to 
me about your current mood.
If you would like to discuss your mood with me, we would sit down in a 
private room and I will ask you some questions regarding your mood. This whole 
process should take about 25 minutes. With your permission, our interview will be 
audio taped so that I can remember all the details of the interview.
Your participation in this study would be greatly appreciated. If you are 









1. How old are you?
2. Gender?
3. How long have you lived in a nursing home?
4. How often would you say you get visits or telephone calls from your family?
Daily____ Weekly____ Monthly Never___
5. How far did you go in school?
6. What was your marital status before entering a nursing home?
7. How would you rate your health?
Good_____ Fair______Poor______







Directions to Patient: Please choose the best answer for how you have felt over the past week. 
Directions to Examiner: Present questions VERBALLY. Circle answer given by patients. Do not show 
to patient.
1. Are you basically satisfied with your life?..........................................................yes.....
2. Have you dropped many of your activities and interests?.................................. yes(l)
3. Do you feel that your life is empty?...................................................................yes(l)
4. Do you often get bored?..................................................................................... yes(l)
5. Are you hopefiil about the future?......................................................................yes.....
6. Are you bothered by thoughts you cant get out of your head?.......................... yes.....
7. Are you in good spirits most of the time?...........................................................yes.....
8. Are you afraid that something bad is going to happen to you?.......................... yes(l)
9. Do you feel happy most of the time?..................................................................yes.....
10. Do you often feel helpless?...............................................................................yes(l)
1 l.Do you often get restless and fidgety?...............................................................yes(l)
12. Do you prefer to stay home [nursing] rather than go our and do things?......... yes(l)
13. Do you frequently worry about the future?.......................................................yes(l)
14. Do you feel you have more problems with memory than most?...................... yes(l)
15. Do you think it is wonderful to be alive now?................................................. yes 
16. Do you feel downhearted and blue?.................................................................. yes(l)
17. Do you feel pretty worthless they way you are now?.......................................yes(l)
18. Do you worry a lot about the past?.................................................................. yes(l)
19. Do you find life very exciting?........................................................................ yes.....
20. Is it hard for you to get started on new projects?..............................................yes(l)
21. Do you feel full of energy?...............................................................................yes.....
22. Do you feel that your situation is hopeless?.................................................... yes(l)
23. Do you think that most people are better off than you are?.............................yes(l)
24. Do you frequently get upset over little things?................................................ yes(l)
25. Do you frequently feel like crying?................................................................. yes(l)
26. Do you have trouble concentrating?................................................................ yes(l)
27. Do you enjoy getting up in the morning?........................................................ yes.....
28. Do you prefer to avoid social occasions?........................................................ yes(l)
29. Is it easy for you to make decisions?............................................................... yes.....































Total: Please sum all bolded answers (worth one point) for a total score






The study in which you are being asked to participate in is a research project 
designed to explore the relationship between one’s mood and residing in the nursing 
home environment. Gabriel Mejia is conducting this study under the supervision of 
Dr. Herb Shon, Assistant Professor of Social Work at California State University, San 
Bernardino. The Institutional Review Board, at California State University, San 
Bernardino, has approved this study.
In this study, you will be asked to participate in answering a confidential 
questionnaire pertaining to how your current mood is. Following this questionnaire 
you will be asked one extra question. This question will be audio taped for the sole 
purpose of assisting Gabriel Mejia to remember your comments. The whole process 
should take about 25 minutes. Only the researcher and project advisor will have access 
to the completed forms and questionnaires. Furthermore, your medical chart will be 
reviewed for the purpose of determining nursing home staff’s perception of your 
mood. Finally, the information you provide on the questionnaire will be held in the 
highest form of confidentiality.
Your decision to participate in this study is entirely voluntary. If you do not 
feel comfortable with any part of this study you are encouraged and free to stop and 
withdraw from this study at any time. This study has no foreseen risks. Upon 
completing this study you will be given a statement describing this study in more 
detail. Your participation in this study will help the researcher understand the 
relationship between nursing home residents’ moods and their environment.
If you have any questions or concerns about this study, please feel free to 
contact my faculty advisor, Dr. Herb Shon at (909) 537-5532.
Place a check mark here if you agree to be in this study______
Place a check mark here if you agree to be audio taped______
Authorization: I hereby authorize Braswell Colonial Care to use and/or 
disclose my protected health information (PHI) to Gabriel Mejia. This authorization is 
limited to the following PHI and access to my resident file for the purposes of a chart 
review. Your PHI will be used solely for research purposes. If you agree to this 






I, Gabriel Mejia would like to say thank you, and that your participation in this 
study was greatly appreciated. The researcher wanted to explore the rate of depression 
in the nursing home and the recognition rate of this by nursing home staff. This study 
will benefit nursing home residents and staff by increasing their knowledge on this 
subject of depression.
Once again thank you for your participation! If you have any questions about 
this study, please feel free to contact my faculty advisor Dr. Herb Shon at 5500 
University Parkway, San Bernardino, CA, 92407 or at (909) 537-5532.
If this study has raised any personal issues that you feel need further discussion 







To Whom it May Concern:
To inform you that Mr. Mejia has been approved to do his research for his 
Masters at Braswell’s Colonial Care. I have personally met with Mr. Mejia 
and we have discussed all pertinent information and will enjoy working 
with him during his time here.
If you have any questions please feel free to contact me Monday-Friday 
between the hours of 6:00 am to 3:00 pm at 909-792-6050 ext. 233
Sincerely,
Ted Johnson
Director of Social Services
1618 Laurel Avenue • Redlands, California 92373 • (909)792-6050 •> FAX (909) 798-8341 





Q1. Are you basically satisfied with your life?
Frequency Percent
Valid yes 6 40.0
no 9 60.0
Total 15 100.0
Q2. Have you dropped many of your activities and interests?
Frequency Percent
Valid no 2 13.3
yes 13 86.7
Total 15 100.0
Q3. Do you feel that your life is empty?
Frequency Percent
Valid no 8 53.3
yes . 7 46.7
Total 15 100.0
Q4. Do you often get bored?
Frequency Percent
Valid no 15 100.0
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Q5. Are you hopeful about the future?
Frequency Percent
Valid yes 6 40.0
no 9 60.0
Total 15 100.0
Q6. Are you bothered by thoughts you can’t get out of your head?
Frequency Percent
Valid no 15 100.0
Q7. Are you in good spirits most of the time?
Frequency Percent
Valid yes 10 66.7
no 5 33.3
Total 15 100.0
Q8. Are you afraid that something bad is going to happen to you?
Frequency Percent




Q9. Do you feel happy most of the time?
Frequency Percent
Valid yes 10 66.7
no 5 33.3
Total 15 100.0
Q10. Do you often feel helpless?
Frequency Percent
Valid yes 15 100.0
Q11. Do you often get restless and fidgety?
Frequency Percent
Valid no 6 40.0
yes 9 60.0
Total 15 100.0
Q12. Do you prefer to stay [nursing] home rather than go out and do 
things?
Frequency Percent




Q13. Do you frequently worry about the future?
Frequency Percent
Valid no 13 86.7
yes 2 13.3
Total 15 100.0
Q14. Do you feel you have more problems with memory than most?
Frequency Percent
Valid no 10 66.7
yes 5 33.3
Total 15 100.0
Q15. Do you think it is wonderful to be alive now?
Frequency Percent
Valid yes 13 86.7
no 2 13.3
Total 15 100.0
Q16. Do you feel downhearted and blue?
Frequency Percent




Q17. Do you feel pretty worthless the way you are now?
Frequency Percent
Valid no 8 53.3
yes 7 46.7
Total 15 100.0
Q18. Do you worry a lot about the past?
Frequency Percent
Valid no 14 93.3
yes 1 6.7
Total 15 100.0
Q19. Do you find life very exciting?
Frequency Percent
Valid yes 1 6.7
no 14 93.3
Total 15 100.0
Q20. Is it hard for you to get started on new projects?
Frequency Percent




Q21. Do you feel full of energy?
Frequency Percent
Valid yes 5 33.3
no 10 66.7
Total 15 100.0
Q22. Do you feel that your situation is hopeless?
Frequency Percent
Valid no 9 60.0
yes 6 40.0
Total 15 100.0
Q23. Do you think that most people are better off than you are?
Frequency Percent
Valid no 1 6.7
yes 14 93.3
Total 15 100.0
Q24. Do you frequently get upset over little things?
Frequency Percent




Q25. Do you frequently feel like crying?
Frequency Percent
Valid no 13 86.7
yes 2 13.3
Total 15 100.0
Q26. Do you have trouble concentrating?
Frequency Percent
Valid no 6 40.0
yes 9 60.0
Total 15 100.0
Q27. Do you enjoy getting up in the morning?
Frequency Percent
Valid yes 11 73.3
no 4 26.7
Total 15 100.0
Q28. Do you prefer to avoid social occasions?
Frequency Percent




Q2S. Is it easy for you to make decisions?
Frequency Percent
Valid yes 12 80.0
no 3 20.0
Total 15 100.0
Q30. Is your mind as clear as it used to be?
Frequency Percent
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